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necessary, 


e Pages 1, 2, and 3 to the funeral director. Page 


tsa! Peal 
we 
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Ne pages 1 and 2 with the State Department of 


"PM3. Page 5 may be retained for your files. 
‘any event within 72 hours after death, 


vi 


ee 


Item 


transit 


be used as a burii 


its designated agent, prior to burial, cremation, or removal, an 


4 should be forwarded to the Chief Medical Examiner's Office along wii 


please execute the certificate, writing the word “pending” in penci 
TO FUNERAL DIRECTOR: Page 3 shoul 


Health or it 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIA 


16393 MEDICAL EXAMINER'S” ae a OF 


ETT 46 Sant: veanramy | RaMEE WA, 


'¥ OR TOWN (if outside corporete limits, e. LENGTH OF STAYIN Ib ||. CITY IN IF outside ae fa limits, a "W 
rite RURAL end giv nearest cr s 


QMO} | O an make 

d. NAME OF HOSPITAL OR sirancnt (if Jot in hospital, giye street address) (||. STREET ADDRESS @. IS RESIDENCE 
4 a ON A FARM? 

56 ‘ 556 aay, = ves [_] No} 
ore ee | vas 


& 4 Pete “Month —¥e 
DECEASED iad Oey ne 


{Type or print) ( : Davi 1S DEATH j g 19 if 
5. SEX 6. COLOR ORRACE|7. MARRIED Lonever married Jif | DAT! es ¢ 9, AGE (In years IFUNDERT YEAR IF UNDER 24 HRS. 


Inday) [Months] Days | Hours | Min, 
M i wipowe [-] _ivorcep [ / | yrs. | . | 
Ide. USUAL OCCUPATION iGive kif of work, | 10b. KIND OF BUSINESS OR INDUSTRY | 11, PIRTHPLACE (Sigs or foreian country ~~] 12, CITIZEN OF WHAT COUNTRY? 


done iy iL working life, in if ratired) Mill \ ] 
i eee 14, MOTHER'S MAIDEN he ‘ 
E 


S$, ARMED “mri Days SECURITY NO.| 17. INFOR! reas 
or detesofservica)| vA te Oe 
———- 1230. 14. een kye. land see ee ator — 


RUSE OF DEATH [Enter only ona couse per line for (a), (b), and @n J 


PART I, DEATH WAS CAUSED BY; ONSET'AND DEATH 
IMMEDIATE CAUSE (o)____—_ Radiat 


DUE TO 
Conditions, If eny, which {b). 3 


90V6 rise to Immediote couse 


tetaige te andeting FONT Qe tone Vici Heart Brra| Yehto 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) 19. WAS AUTOPSY 
Sh Ae Ce PERFORMER? 
vis [} NO 


200. EXTERNAL CAUSE WAS “| 20b. DESCRIBE HOW INJURY OCCURRED, {Entar nature of injury in Pert | or Pert Il of it 
PRIMARY [J or CONTRIBUTING [J 
CAUSE OF DEATH. 


20¢. TIME OF INJURY Month, Day, Yaar | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20%. (City ortown) ~—~—~—~«(Counfy). (Stete) 
Witueh While __ Not While fectory, street, office bldg., ete.) | 
19 work [_] et work 


21. I certify that | took charge of the remains described above, held an Autopsy oO Inspection 
death resulted from: Natural causes Accident (Cai Suicide cl. Homicide its Undetermined manner 


CHIEF MEDICAL EXAMINER [—] 
ACTUAL t ) . 
SIGNATURE Va vel _ mip, ASSISTANT MEDICAL EXAMINER [“] 
EXAMINER'S “ DEPUTY MEDICAL EXAMINER A 
NAME (Type) Par ag: 


Address (Street, city, town, or county) 


MEDICAL CERTIFICATION 


222, ar yeaa 22b. DATE THEREOF | 22c. NAME OF CEMETERY OR CREM “Oo 
OVAL (Sq 


i ae-b6 lie 
Y, 


Of 
em. REC'D BY REGISTRAR }y 


ND 8 196 
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ry ST y! 
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TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit perm! 


id be forwarded to the Chief Medica 


fease execute the certificate, writing the word “pendin 
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VR A1SME 
3500 4-64 \) 


prior to burial 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE i ayy” 


16394 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence hetore admission) 
a. COUNTY fi i le ‘| b. COUNTY 
Worcester MARYLAND. 
b. CITY OR TOWN (if outside car limits, 
R write RURAL and give nearest town) 
ural _ Berlin HO years Rural Berlin 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 


2 neta! ay 


c. LENGTH OF STAY IN 1b orate limits, write RURAL and give nearest town) 


“Te, IS RESIDENCE 
ON A FARM? 


RFD. 3, Berlin RE 2. Berlin ves ft} not] 
3. NAME OF First Middle Last a. DATE Month Day Year 
DECEASED OF 
{Type or print) Cr aa Vi )3 ; DEATH 5 19 
5. SEX 6. COLOR OR RACE (7. MARR Gare OF BIRTH 9, AGE (In years ]IF UNDER YEAR|IF UNDER 2" ARS, 
7, MARRIED fr} NEVER MARRIED [_] Fe Aadays eben YEAR FUNDER 2 HS. 
y r onths I'S lé in. 
Male White | wivowe [] vivorcen{}| 5--23--1915 yrs. | | 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even If retired) 


echanic 
13. FATHER’S NAME 


Victor R. Dinges 


15, WAS DECEASED EVER INU.S. ARMED FORCES? 
(Yes, me unkown) | (Ifyes give war or dates of service) 


10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (State or foreign country) 
Canning Factory| Marylend 

14. MOTHER'S MAIDEN NAME 

anne Heighhan 

17, WWFORMANT (15455 AHarr—i n— LAyss 
Wallace 5. Cropner, Jr. Bishopville Ma 


12. CITIZEN OF WHAT 
COUNTRY? 


U.S.A. 


16. SOCIAL SECURITY NO, 


21 2-18-6460 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Coronsry Thrombosis ONSET AND DEATH 
_ IMMEDIATE CAUSE (a) fone PY + OL oM S16 
DUE TO 


Conditions, If any, which (b) 
gave rise to Immedlate 

cause (a), stating -the QUE TO 
underlying cause last. (c) 


= | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) 19. WAS AUTOPSY 
= << iat tol 

$ ves] Noy] 
i | 202. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 

iz | PRIMARY [) or CONTRIBUTING [] 

i | CAUSE OF DEATH. 

= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm.) 20f. (City or town) (County) (State) 
a Hour a.m. while Not While factory, street, office bidg., etc.) 

z p.m. 19 at work[_| at work 


21. 1 certify that | took charge of the remains described above, held an Autopsy {_], Inspection [4, Inquiry [4], and In my opinion 
death resulted from:  Natyral causes A, Accident ["], Suicide ["], Homicide [_], Undetermined manner [_] 
‘ CHIEF MEDICAL EXAMINER [_] 
Mp, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 
DEPUTY MEDICAL EXAMINER [K] Aotine II-7-46 

NAME (Type) () } Address (Street, city, town, or county) © 97° C ent 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specity oo a ee a in 
Pull hit OOS AVETEerpesn =) 
24, FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGI 

Ane A. By 


ACTUAL 
SIGNATUR' 
EXAMINER’S: 


= 
fora 2. 


ey 


Sa 


TO DEPUTY MEDICAL EXAMINER 


| 


This certificate should be executed within 24 hours after death. If any dela 


funeral 


's Office along with form PM3. Page 5 may be 
2 hours after death. 


he State Department 


within 7 
aed 


ith t 


n Item 18. Give Pages 1, 2, and 3 to the 


ie in peni 
Exami 
cremation, or removal, and in any eve 


prior to burial, 


ge 4 should be forwarded to the Chief Medica’ 


ane the certificate, writing the word “pendin 
a 
retained for your files. 
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of Health or its designated agent, 


please ex! 
director. 


YR ALSME 
3500 4-64 


iS 


MEDICAL CERTIFICATION 


> 


1 6 3 bee of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


F DEATH 16394 


MEDICAL, EXAMINE R'S., CERTIFICA 


1, PLACE OF DEATH 
a, CDUNTY 


A 


VRceste 


. USU. ESID! 


MARYLAND: 


ised lived, If institution: Residence before admission) 


b. COUNTY 


(Wokcest 


b. CITY OR TO! 


(lf outside co: poral limits, c. JENGTH OF STAY IN 1b 


bo Mowths 


IR TOWN (If outside corporate 


Cat 


Timits, write RURAL and give nearest town) 


ot Auf 


Lee RURAL and nO 2 st town) 
d. NAME oF ae ipbrron rh not in hospitaj, glve street address) 


ve 


A IML. ai i ase! 


hia 


IP thle Ave 


@. 1S RESIDENCE 
ON A FARM? 


ves] No 


Fitst 


Hee. O11 ae les 


*Middie 


Via 


4 all 
DEATH 


lepther | 


Day Year 


5. SEX 6. COLDR Me 


7, MARRIED [_} ORE 


ER MARRIED im} ; ey OF BIRT! 3. 
WIDDWED S| 


nh | O 


AGE 
last 


B/2s5 [1/3 


la ; / 9 6G 
(In years | IFUNDER 1 YEAR |IF UNDER 24 HRS. 


Min. 


10a.USUAL OCCUPATION Ferenc ersinek cons 


10b. oe al Pee nee OR 


ring most of py he if ife, pee i 7 


13. "Fi ae NAME 


DONALD 


pian 


pian Months | Days Hours | 
11. 7 BIRTHPLACE (State or foreign maria 12. cue WHAT 


Deed "ADA. OHIO 


14. MOTHER’S MAIDEN NAME 


Guaeare Cir PPENGER 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyes give war er dates of service) 


16. SOCIALSECURITY NO, 


3917-09-50 


17. INFORMANT 


(ieee @ Lf ee AS 


\ddress 


leo pu (A, Pod 


18. CAUSE OF DEATH (Enter only one cause per line for (a), (b),, 


PART |. DEATH WAS CAUSED BY: 


Hac | DUE TO 
Conditions, if any, which {b) 


(c).] 
IMMEDIATE CAUSE (a) 4 


Coronary occlusion acute 


INTERVAL BETWEEN 
ONSET AND DEATH 


Instant 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (co) 


ASCVD with coronary sclerosis 


3 years 


PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a} 


19. WAS AUTDPSY 
ERRORMED? 


no [] 


YES 


20a. EXTERNAL CAUSE WAS 
PRIMARY [] or CONTRIBUTING () 
CAUSE OF DEATH. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part IT of Item 18.) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 
m1. 19 


death resulted from: 


ACTUAL 
SIGNATURE. 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 


Not sala | 
at work 


21. | certify that I took charge of the remains ae above, held an Autopsy 
Natural causes [¥], 


While 
at work 


Accident [_], 


—_ 


EXAMINER'S: 
NAME (Type) 


nee 


20f. 
factory, street, office bidg., etc.) 


(City or town) 


(County) (State) 


spection 


Suicide [_], Homicide [_], Unde 
CHIEF MEDICAL EXAMINER [_] 


, Inquiry (_], and in my opinion 
termined manner [_] 


M.p, ASSISTANT MEDICAL EXAMINER [_] 


22, DATE SIGRED 


Nov &19CG. 


Om eee os |. 


23a. BURIAL, CREMATION,| 23b. lis THEREOF 


‘ IME OF CEMETERY Osis 
16 | bt 


See omeg Me Sneil Be 


23d. ee (City, town or county) 


(State) 


wa M_| | Eee 


ALL. 


REMOVAL (Speelfy) ; 
NA a ! 
2 FUNERAL DIRECTOR 
hn Ow 


> 


oe 


|— nny 


25a. 
Foe, LAr ae vate NOV 14 } 


REC'D BY 14 it 25b, REGISTRAR’S SIGNATURE 


66 _fhonbag Yuscipean. 


24 hours after death. If any delay is necessary, 
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TO DEPUTY MEDICAL EXAMINER: This 


and 3 to the funeral 


be 


ges 1, 2, 
le pages 1 and 2 with the State Department 
id in any event wit 


in Item 18. Give Pa; 
’s Office along with form PM3. Page 5 may 


in pen 


ing’ 
he Chief Medical Examine 


-transit pe 


‘pendi 
cremation, or re 


Page 3 should be used as a burial 


Page 4 should be forwarded to t) 


retained for your files. 


please execute the certificate, writing the word 
TO FUNERAL DIRECTOR: 


director. 


VR ALSME 
3500 4-64 


hin 72 hours after death. 


of Health or its designated agent, prior to burial 


fal; 


1 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


16396 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 16395 


. PLACE ee DEATH iy 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


a, COU! 


a. STA b. COUN 
L Ter MARYLAND sel 
b. one DR TOWN (if outside cor; erate nite ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


rite RURAL and give nearest town; 
Aurel Snow LV Peers / Seow Aill Z / 
d, NAME DF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STREET ADDRESS @. 1S RESIDENCE 


ON A FARM? 


ves] no fey 


3. 


Se. 


= 


NAME OF First Middle DATE Month Da Year 
DECEASED rt i "4 


OF 
(Type or print) y Aq. e e hfg Th DEATH VE , 19 
‘SEX 8. DATE OF BIRTH TREE £G 


6. COLOR OR RACE | 7, MARRIED ["] NEVER MARRIED cl } 


during most of working life, even If retired) 


9.. AGE (In Tene | IR |IFUNDER 24 HRS. 
L wiooweo F] pworeeo-] | <7 last birthday) [Months | Days | Hours Min. 
Semale acy, 7 ys. 1/2 
Ona Ti. siteitnae tare ry 


10a. USUAL OCCUPATION (Givé kind of work done| 10b. KIND DF BUSINESS OR 
INDUSTRY | 


r forelgn count 12. CITIZEN OF WHAT 
Ly iy COUNTRY? 


Me 2 «. = is A (years opt Vf 4S. Ae 
13, FATHER’S NAME = 14, MOTHER'S MAIDEN hat 
é 


Re byes 


flake S/S 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. IHFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


Le | Mone Beste fall REDY Saws ell bute __ 


MEDICAL CERTIFICATION 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] 5 ie Fey aaa 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (2), Zul nhial Precmo ML OS here 
DUE TO . x 
Conditions, If any, which (0) Elam Yikgyy infea fet n + 2 
cause (a), stating the DUE TO : 
underlying cause last. (©). nln OWN Ear 
PERFORMED? 

ves [] NO = 


n¢ = 
SATA 

gave rise to Immediate 

PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIV! PART 1{a) 19. WAS AUTOPSY 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part I of Item 18.) 
eee (eg tea oO 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY(Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work[_]_at work 


21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection > and in my opinion 
death resulted from: Natural causes [S<f, Accident ["], Suicide [_], Homlclde ([], Undetermined manner [_] 


, CHIEF MEDICAL EXAMINER [_] 
STaNATURE Bund ho __ws, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGHED 
DEPUTY MEDICAL EXAMINER fy] 


FAME Clyee) D AY 1 h CA FA { Address (Street, city, town, or county) U- Ex 2b6- CL 


Ba. 


BURIAL, CREMATION,| 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 


Burts : Lr: Z ol. Sree Pf lf A 


ADDRESS 25a’ REC’D BY REGISTRAR | 25b. “REGISTRAR’S SIGNATURE 


oaaana, Serre: LLL BEL oaeN OV 28 1996 fo orlg Neg 


8s 
=> 


‘23d. LOCATION (City ar Tawn) (County) (State) 


# MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
; Item 1d Fiim ene ty inh i 
16397 CERTIFICATE OF DEAT! 16396 
<= oats 
3 oe 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admission) 
Ss e583 a, COUNTY a, STAT b. COUNTY 
5 =cs alts ete MARYLAND Maryland Worcester 
Ga 2 a5 b. CITY OR TOWN {If autside corporate limits, c. LENGTH OF STAY IN 1b « CITY OR TOWN (If outside carparate limits, write RURAL ond give nearest tawn) 
eo on RURAL and a Nearest fawn} 2 
2) SS 
s.2°2 now Snow Hill { 
23 ee 2S d, NAME OF HOSPITAL OR INSTITUTION (IF nat in hospital, give street address) @. STREET ADDRESS © RRS 
a wart # E 
<2 Ae 427 Covington St. 27 Coveington St. ves L] No) 
—£ ss By ae First Middle Lost 4. DATE Month Day Year 
= 2S*. DECEASED | 
= 38 = (Type or print) George Co H N n 
= Ee 3 S. SEX 6. COLOR OR RACE 7. MARRIED NEVER MARRIED O 8. DATE OF BIRT! 9. he snitear) 
un. 
= 53> | Male Negro | woowo [) _oworeo F) 0 63 vs 
& 
mb ia . 10a. USUAL OCCUPATION a kind af wark dane 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar foreign country) 12. CITIZEN OF WHAT 
S ces during mest of werk lite, even if retired) INDUSTRY COUNTRY? 
2 2s nister Ho ness hur¢h Ole) ste fe Md A 
=e S A 
2 ( p> 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
es < 
$ Ste Mose Holland nknown 
Ee: TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT ‘Address 
Se ie (Yes, na, ar unknawn) |(If yes give war ar dates af service] 
3 BES i) Ses =e 5ULO Mary abeth Holland now Hil) Mm 
£ i. oe 18. CAUSE OF DEATH (Enter only ane cause per line for (a), (b}, and (c).) ee 
a PART |. DEATH WAS CAUSED BY: . 
tah ag ed 3 | IMMEDIATE CAUSE (0) Cerebral Thrombosis 
IB ee DUE TO 
gi eas 
2 ec5 Conditions, if any, which gave Essential hypertension 
ee 55 2 rise ta immediate cause (a), DUE ev ae g 
co mcead stating the underlying cause 
25 825 i ar 
2e 485 = | PART I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19 WAS ATOPSE 
ES Lee s 7 Sasa * q 
35275 5 Arteriosclerosis ves L} No 
Zz Ss SSz = RES NS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
Sseecs & } OR CONTRIBUTING C1 CAUSE OF DEATH 
ra S582 S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Ef uss S [20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) (County) (State) 
re 2£e 3 = s Hour a.m. While oO Nat While oO factary, street, affice bldg., etc.) 
a a p.m. at wari cot work 
Se2e2e 7 ry 
62 25° 21. | certify that (I) (RRMA opines deceased fram_O/ 2u/ 95 __, 19 , to [IL9/669__, that (1) (we) last 
m2 gat saw the deceased olive on 19 _and that death accurred at_?_P_M, fram causes and an the date stated above, 
S2e6se To. SIGNATURE ie a oe 2b. DATE SIGNE] 
Sets wD. FHS ED bintcror CO paws, CO] 22/22/66 
2 See. «f 2c. PHYSICIAN'S 22d. ADDRESS 3 
Egsce | nane(lype)  Tvory U. Sully, Jr., MD P10.) Box _126,. Berka 
Sa wso 
ois > = 
=S2ee 
gSae 
ere 


Worceste 


230, PA eero 23b. DATE THEREOF 
Burtst” 66 Hope Ba pr Coe Mars 
. FU ae 2 ADDRESS i a BY REGISTRAR hh GISTRAR, SIGH TURE, 
Z, : pv'2'd 1966 Pa, 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 Coen OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH melt 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
Ga). @. STATE b. COUNTY 
Worcester MARYLAND Maryland Worcester 


b. CITY OR TOWN (if % . 
wee AUR Sy i” ARES ea limits, ¢. LENGTH OF STAY IN 1b |] c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 


Pocomoke City Life Pocomoke City Pa 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. ae 


708 Cedar Street 708 Cedar Street ves] no fx] 


3. NAME OF First Middle Last 4. DATE Month Oay Year 
DECEASED 


He a CHARLES HAROLD _ LAMBERTSON bea Noy, __30_:19 66 


5, SEX 6. COLOR OR RACE | 7, MARRIED JX] NEVER MARRIEO[]| 8 DATE OF BIRTH I" AGE (In years | IF UNDER 1 YEAR|IFUNDER 24HRS. 


= last birthday) |Months | Days | Hours | Min. 
Male White wipoweo [7] pivorceo(}|Aug. 7, 1894 ae | | 
10a. USUAL OCCUPATION (Give kind of work done| 0b. GITIZEN 9 T 
a. ATION (Give kind of work done | 10) pe ay BUSINESS OR Ti ay SREP foribest or ey country) | 12. F WHA 


9 


ges 1 and 2. 


Paj 
within 72 hours after death. 


bon papers. 


during most of working life, even If retired) 


Mechanic Automotive 
13, FATHER’S NAME Bu + me pal NAME 


Harrison Lambertson Florence Ardis 
15. WAS DECEASEDEVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. ‘ INFORMANT Address, comoke City, 


(Yes, no, of unkown) po ee eat 
AW None rs Jennie Lambertson, Maryland 


sician and completely filled in by the funeral 


lease remove carl 
and in any event, 


UeSeA. 


ficate be executed within 24 hours after death. 


© 


ny 
-transit permit. Then 


yes 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 2 aL geal Ei 
Abed, IMMEDIATE CAUSE (a) Ty EAS Ne eh OO EAT / bri Hc Dy ee ee 9 
We on 
Cort, QUE TO = 
Cenditions, If any, which (b) [3 Roo mG Hees Ge “j Ca Civ oma’ | Lome 
gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last, (c) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONOITION GIVEN IN PART 1a) (119. Was AUTOPSY 


Yes [[] No F4- 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of injury in Part | or Part 11 of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not while factory, street, office bidg., etc.) 


p.m. 19 at work] at work 


21. | certlfy that (I) (this hospital) attended the aa from. 211 , Wee, to_ Novem byi9e CG, that (!) (we) last 
saw the deceased alive on 19.4.G , and that death occurred tM, from the causes and on the date stated above. 


22a. SIGNATURE 4 22b. DATE SIGNED 
Le yO sod ah el AAA 

he NAME (rype) | 22d. AQORESS 
Newlle A. BA Rent focemoke mi) _ = 


a BURIAL, ( Feet | 23b. DATE THEREOF | 23c. NAME OF CEMETERY SRCREMATOGE 23d. LOCATION (City, town or county) (State) 


rei (Specify) 2-2-1966 First Baptist Pocomoke Ci ty Maryland 
25D. REGIS TR 


0 e } ADORESS 25a. REC'D BY REGISTRAR R's Si 'S SIGNATURE 
VR AIS oyh Séy4__Pocomoke City, he DEC 5 ~ 1p56 7 fay oe 
20M 1/65 a) =. Si 

2 Obert H. Watson 


MEDICAL CERTIFICATION 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 
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director, page 3 should be detached for use as the bu 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


16389 CERTIFICATE OF DEATH 16398 


|. PLACE OF DEAT! 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 


0. COUNTY 0, STATE q b. COUNTY 
e e MARYLAND NV) qd WOW i 


as GR TOWN {If outside carparate limits, a c. LENGTH OF STAY IN 1b c. CIDLOR TOWN [If outside cospgrote limits, write RURAL and give nearest tawn), 


d 2 


write RURAL and bivy nearest tawn) 
O a 


FF INSTITUTION (IF not in hi dress) am anne 2 ee TB REWOENC 

R If not in haspitalf give street oddress) . ined @. D 
a, dl Ag ike y | | / | ONAFARM2 
fA: OCOMOKE Ch : mi Box AS ves CL) no bf 


7 NAIE OF fit Middle Lost «DATE anth Da 
DECEASED : F 
(Type or print) 2 naw DEATH (a) 

5 SEX 6 COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED []] BUDATE OF BIRTH 9, AGE {In years 


3 t pirthdoy 
remale| Neare | wow & oivorceo [}} py Bile reival 4 
Toa USUL OCCUPATION Give kind of ark cane 0b. KIND OF BUSINESS OR BIRTHPLACE (Gounty & State, ar foreign cauntry) 

during mj ag it pe even if retired) TRY yf 


pers. Pages | an 


Pp 
val, and in any event, within 72 haurs after deathe 


sician ond completely filled in by the funera 


lease remove carban 


13. FATHERS NAME 14. MOTHER'S MAIDEN NAME. ) 
b 
14 Ge KU NE Cty +1) G 
1S. WAS DECEASED EVER INB).S. ARMED FORCES? 16. SOCIAL SECURITY NO, 17. INFORMANT Addsess 
(Yes, ng ayunknawn) [(If yes give war ar dates af service) S 0 @49) >. 
INO ae Q'/-O70O je. VAL AS i. VO (70CK 


1B. CAUSE OF DEATH (Enter anly ane cause per line far (0), (b), and (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
Lo  AMMEDIATE CAUSE () <1 RE AS PA 
Y 2 xX 
Canditians, ifany, which gave 
tise to immediate couse {o), 
stating the underlying couse 
i. Pere 
PART lJ. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a} 19. ee 
G F, yes {_] NO 
200. ACCIDENT WAS UNDERLYING O ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Hame, farm, 20f. (City ar town) (County) (State) 
Hour a.m. While Nat While factary, street, office bldg., etc.) 
p.m. 19 at wark O ot work oO 


21. | certify that (I) (this haspital) gttended the deceased fram_3 / WES, to Lf 7 , \9@G that (I) (we) last 

saw the deceased alive an 19 ZZ, and that feath accurred at, AM, fram causes and an the date stated abave. 
22a. SIGNATURE 22b. DATE SIGNED. 

ATTENDING ED. STAFF 

PHYS. pinector [} pays. 


hy: 
np 


| cr attending physician. 


After this certificate has been signed by the att 


3 should be detached for use os the burial-transit pertni 
MEDICAL CERTIFICATION 


Tc. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) ‘a 4 


2g pee ee 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY. ) OCATION (City or Tawn) County) {Stote) 4 
REMOVAL (Specify) . ' " | 
me. ‘ 0- 3-66 > LLY) OCOMDH Vid. 


Pat e iN 
4. FUNERAL DIRECTOR R 2Sb. sy sTRAR’S SI ATU 
i 3 has Morb, 1 <d 


shauld be filed with the State Dept. of Health prior to burial, cremation, er.54} 


Page 4 may be retained by the hospi 


TO FUNERAL DIRECTOR 
director, peg 
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in 72 hours after d 


, cremation, or removal, and in any event, w/thi 


YX 
Sq 


tely filled in by the funerat~ 


we carbon papers. Pages 1 and 2. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


should be filed with the State Dept. of hig ald to burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 
director, page 3 should be detached for use as the b 


vr Als (4) \ 
20M 1/65 ¥ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, ee ie RYLAND 
a 


6400 CERTIFICATE OF DEATH ] 

ae Fae ek DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 

7 |. STATE b. COUNTY 

Worcester Lae J Maryland Worcester 
b. CITY DR TDWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) Fg 

Rural-Pocomoke City 52 years Rural-Pocomoke City Priya 

d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS @. TS RESIDENCE 
R.F.D. 1 Rew Dg ol ves &]_ nol 
ae Renee ts First Middle Last 4. a3 Month Day Year 

(ype or print) MAGGIE ELLA TAYLOR | veatd November 9 1966 
5. SEX 6. COLOR OR RACE | 7, 8. DATE OF BIRTH 9. AGE (In years] IF UNDER 1 YEAR|IF UNDER 24HRS. 

7, MARRIED [_] NEVER MARRIED [_] Sy birthday) !Months | Days | Hours | Min. 

Female | white | woowe pworcen(]|Dec. 21, 1878] 87 ys. | 


10a. USUAL OCCUPATION (Give kind of work done 


10b. KIND OF BUSINESS OR 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Ti, BIRTHPLACE (Cou State, or foreign country) 
Accomac “dSunty 


Housewife -- UsSehe 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

Frank Russell Margaret Thorns 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT address RPL De 1 
(Yes, no, or unkown) | (Ifyes give war or dates of service) eles 


No =~ None 


ce J. Taylor, Pocomoke 
18. CAUSE DF DEATH [Enter only one cause perjine for (a), (b), and (c).] 


"Oe. 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a)__ Ce af. Serg biceg se 
: KR DUE 7D 
Conditions, If any, which (b) 


INTERVAL BETWEEN 
O AND DEAT! 
gave rise to Immediate 


. 
ae | tecg 
a 
cause (a), stating the ( DUE TO . g 4, 
underlying cause last. e) Loe COLT 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BU: RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) Zz WAS AUTDPSY 


= 
i=] 

= PERFORMED? 
3 ves) wo 
= 20a. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part 11 of Item 18.) 

§ | DR CONTRIBUTING () CAUSE OF DEATH ¥ 

© | (IF EITHER, NOTI EDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) . {State} 
3 Hour a.m. While -—— Not while factory, street, office bidz., etc.) 

= p.m, at work[_1 at work 


21. | certify that (I) (this hospital! 


saw the deceas: ive on 
22a, SIGNATURE 


iyfiensed the degeased fro! ,18 that (I) (we) last 
oUF 19 


and that death occurred at@0GM, from the causes and on the date stated above. 


22d, DATE SIGNED 


Atlegtt Ag “ia, SE Mom 0 SE ola. 4, Abb. 


22¢. PHYSICIAN'S 22d. ADDRESS 
| NAME (ype) Charles W. Trader ,M.D., slo Market St. ,Pocomoke City ,Md. 


Ba. FeMouie pect 23b, DATE THEREDF | 23c. NAME OF CEMETERY Of CREMALORY 23d, LOCATION (City, town or county) (State) 
Ri 


Gigs Bar 

-11-1966 . p Pocomoke C nd 
Si TO! - Ad a 6 ma = es ep BY REGISTRAR = PAs "Ss Mar ae 
it NV. e Pocomoke City,Md.J oar NOV 14 ib66 eta ar a 


Robert H. W atson 


MARYLAND STATE DEPARTMENT OF HEALTH 02) > 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Uy. “CERTIFICATE OF DEATH | : 6 00 pki 
e Ty 2. USUAL RESIDENCE sis re ge = = ier earn) 


x . a, STATE 
MARYLAND || _ cs 
b. CiTY OR TOWN ak outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN 7 outside corporate limits, write RURAL end give neerast wn) 
Rul town) ' ‘ , wigare ae 
{ > : ike) on) 
la = == coatoet: 


Se "| @. IS RESIDENCE 
ON 


\ 


in by the funeral 


e 
72 hours after death. 


in 24 hours after 
s 1 and 2 should 


OSPIFAL OR INSTITUTION (if not ( ~ || d. STREET ADDRESS 


‘ARM? 


2 
Shamed es ee err 
2 $6 . NAME OF Last ; Month Oey Year 
3 ae DECEASED ¢ a 
8 Bas | tienen WiLiame| tam Yoo. 17 9b 
o Sst 

= R RACE/7. MARRIED |] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 1 YEAR| IF UNDER 24 HRS, 
3 3 . 1 QO UO lee Bidhday) [Months] Days j Hours | Min. 
is, ee WIDOWED yw pivorceD [_] 129 ct val yrs. : 
ee es 1Db. KIND OF BUSINESS OR INDUSTRY | 11, I iy (County & Stata, or forbign country) | 12. ik ‘OF WHAT COUNTRY? 


13. FATHER’S YAME 


a SF ie S. as ae 


15, WAS DECEASED EVER IN U. 
(Yes, no, of unkown) | (Ifyesgiv, 


RMED FORCES? 
ror detesof service) 


16. SOCIAM SECURITY NO. 


17. INFORMANT TN 7 


= a at S a- a aes 
“18, CAUSE OF DEATH [ only o1 INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a)_ a etl eh == —— = = — 


X DUE TO 

Conditions, if any, which (b) 
gave rise to immediele cause 

DUE TO 


(a), stating the underlying 
cause last. (ec) 


os PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIB! 9. WAS AUTOPSY — 
2 PERFORMED? 

3 yes [] No (] 

| 20c. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neiure of injury in Pert | or Pert Il of item 18.) yy we oo 
Be | OP CONTRIBUTING [) CAUSE OF DEATH 

B | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

< Oe. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form, * 20f. (City or town) (County) (State) 

ray Hour e.m, While __Not While tory, streel, office bldg., etc.) | 

g ad 1p__[et work [] at wore] 


hat (I) (we) last 


, from the causes and on the date stated above. 


22b. DATE 
ATTENDING STAFF SIGNED 


PHYS. [—becror Pays. 


22d. ADDRESS 
(Bert Dh. Da. oes 
23c. NAME OF CEMETERY OR ee es JON (City, town or eR] gs a is ae 
~ ADDR Wits bee 'D BY REGISTRAR | 2Sb. REGISTRAR’ 'S SIGNATURE : 


6 fLenleayaagea 


2. I certify that (I) 
| saw the deceased alive ° 


Ze, BURIAL, CREMATION, 
REMPVAL {Speci 


23b. DATE THEREOF 


Ylovizo 1966 | 


24 pa wes 'S SIGNATURE ie le 


VR AIS (4) 
15M 7/61 


funeral 
Page 5 may be 


essary, 


, 2, and 30 


rs Office along with form PM3. 


8 


1 and 2 with the State Department 
fay event within 72 hours after death. 


pa. 


in pencil in Item 18. Give Pages 1, 


s 
Ss 
3 
3 
& 
5 
2 
Ss 


al-transit permit. 


MINER: This certificate should be executed within 24 hours after death. If any delay 


certificate, writing the word “pending” 


director. Page 4 should be forwarded to the Chief Medical Examine 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a bur' 


of Health or its designated agent, prior to burial, cremation, 


TO DEPUTY ME 
please execute 


s 
2 
z 
3 


: MARYLAND STATE DEPARTMENT OF HEALTH 2 
1 rs 03" of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND. 
0 


MEDICAL EXAMINER’S. CERTJFICATE ATH 640 


ya lived, if instit institution: Residence before ‘aston 
_ BACOUN : an 


1, PLACE OF DEATH 
a. COUNTY 


Lok C a. ____ MARYLAND 


b. ony OR TOWN (if outside omy orate tmits, ¢. LENGTH OF STAY IN 1b |’ c. CITY OR TOWN (ff outside corporate limits, write RURAL ‘ond give nearest town) 


SD a rs de spool é 


d. NAME OF HOSPITAL DR Ua (dae (if not tn hospital, give stréet address) |! d. STREET AODRESS ae ee 
KE #/ ves PK nol] 
3. NAME OF First Middle Lest 4. DATE Month Day Year 


DECEASED 


oF 
(ype or print) INA 5 Lise DEATH aa TA 
5. SEX 6. COLOR OR RACE | 7, RIED El NEVER MARRIED ia] ears | IF UNDER t YEAR |!F UNDER 24 HRS. 


8. DATE OF oe 3. AGE (in pears 
ey) Months | Days | Hours | Min. 
WIDOWED [7] oWvoRceD - [90 yrs. Ihe | 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KiND OF BUSINESS OR ll. B Tien (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) ayy YY 4 ct ps 

y A la s C. ee ErOHN®G Di a Lh. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
RW eae y vRRIN SP aetis Th 16. sani eam 12973 \ SAC (INFORMANT Address 

h jates of ice) 
| Jack Wise KH Snowt:// Ma 
18. CAUSE OF DEATH [Enter only one cause per line for (8), (b), and (c).] eer Me. 
PART |. DEATH WAS CAUSED BY: a (-R 
IMMEOIATE CAUSE (e). E BRA L _£bEm% a 
/ OUE TO 


7 a Ca 

seats Wilms) SPO DURA Aon Tew Be 

cause (a), stating the QUE TO — 

underlying cause last. © , Ke AV ms LATER Le ®) nay 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NDT RELANED TD THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) fi WAS AUTOPSY 


plco Kot LOTT OR BLO ov VAP aon FORMED? 


ves ha no T] 
20a. EXTERNAL CAUSE Wi — . 


AS 
PRIMARY [] or CONTRIBUTING 
CAUSE OF DEATH. 


20c, TIME OF INJURY Month, Day, Year 


Hour SEN) MIA 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nuture’of injury In Part | or Part 1 of Item 18.) 


UNK MWAH 


20d. INJURY OCCURRED | 20e. PLACE DF INJURY (Home, farm, 


white oO Not While fy MK hi office bidg., etc.) 


at work at work 


20f. (City or town) (County) (State) 


MEOICAL CERTIFICATION 


21. | certify that | took charge of the remains described above, held an Autopsy i: Inspection $2, Inquiry [ ], and in my opinion 
death resulted tro ral causes [], Accident [_], Suicide [~], Homicide [—], Undetermined manner 3<] a A 
iY CHIEF MEDICAL EXAMINER [~] Sif{/ fl 
ot a : Mp, ASSISTANT MEDICAL EXAMINER [_] “4 Signed 
DEPUTY ME MINER 
ame onee C LB IUBR Wo See Shoal» she, 
23¢c. NAME OF CEMETERY DR CREMATORY 23d. Det (City, town or county) (State) 


23a. yay ial 23b. DATE ges 
“ar We {2= 64 Baptist Snow Hill 


\) a nena ormecToR ADDRESS 427 le rs BY REGISTRAR| 25D. REGISTRAR'S S)GNARURE 
\ panos B Jobluy - eB oe NOV ire 4966 praiNage 


